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O ver the past 10 years, work hardening has be· come an important service within industrial rehabi] itation. The hrst work· hardening programs were developed in the late 1970s, and refer· ences to these programs began to appear in the litera· ture in the mic!·1980s (American Occupational Ther· apy Association [AOTA], 1986; Jacobs, 1985; Mathe· son, 1982; Matheson, Ogden, Violette, & Schultz, 1985; Niemeyer, 1988; Ogden & Wright, 1985) In 1989, after a lengthy process that had been starred 4 years previously by occupational therapists who were developing programs (Niemeyer & Jacobs, 1989) , work hardening was officially defined by the Commission on Accreditation of Rehabilitation facilities (CARr) ;IS "a highly structured, goal-orielltecl, indiviclu~lIi/.ed tre~ltment program designed to maximize the individual's ability to return to work" (CARt', 1988, p. 69) CARf's gUidelines for work hardening recommend thaI this service be interdisciplinary and use real or simu!atecl work activities in conjunction with conditioning tasks to achieve therapeutic goals related to improvement of the injured worker's bio· mec h~l n ical, neu rom uscu tar, card iOV~JSCUlar-metabol ic, and psychosocial functioning. CARF (J 988) also recommended that the goals of work hardening address issues of productiVity, safety, physical tOlerances, and worker behaviors.
The increasing involvement and leadership of occuparion~1i therapists in developing work programs in general and interest in industrial rehabilirarion in particular has been reflected in the increasing membership in the American Occupational Therapy Associations (AUlA's) Work Programs Special Interest Section. We, the authors, are memhers of the Work Programs Special Interest Section Standing Committee (19H7~1990) . Membership in this special interesr section has grown from 400 in 1985 (its first ve~H) ro 2, 771 in 1990 (Carol GWin, personal communication, March 1990 , which constitutes the largest increase of Jny practice section.
Because work harclening is J relatively new service that grew qUickly clue to market demand, vet with few gUidelines, regulations, or sundards, this field of practice has heen aclaptecl to a vJriety of settings Jncl clients Programs have been developed that c1iffer Widely in such factors as square footage of facilities, staffing, affiliation, ancl equipment usecl. Diversiry is also rd1ectecl in the nll1ge of services offered and in practice philosophies (Nieme~'er & .Jacohs, 1989) Occllp~Jtional therapists were attracted to VOGJ· tional rehabilitation and the work role in tlie early 1980s. Ii istorical reviews of the profession's philosophy toward work and V\'orkcr·related activities throughout the reh~lbilit~ltion movement (AOTA, 1989 : Kirkland & Hobensol1, 1985 The purpose of this demographic study was to obtain an overview of work-hardening patterns of practice, specifically, program affiliation, services offered, staffing, program scheduling, average length of treatment per client, equipment used, physical setting, program status, number of clients seen each week, and types of functional outcome studies or other research_ In addition to providing demographic data, this study can provide an information baseline by which one can examine future trends in service provision and program development.
Method
The Standing Committee of the Work Programs Special Interest Section developed a two-page questionnaire covering the areas listed above. These areas were selected from questions that have frequently been asked of the Standing Committee by persons interested in developing a work-hardening program.
The questionnaire was originally mailed to a sample of 252 multidisciplinary work-hardening and work-adjustment programs. These programs represented all regions of the United States and included both well-established and recently developed programs. The mailing list was developed from a variety of networking resources and included persons who had written to us, who had attended workshops on work hardening from 1982 to 1986, and who had requested consultation services. The newer programs in the sample were identified from advertisements in aT Week. The data from the 124 program respondents were presented at the annual meeting of the Work Programs Special Interest Section in April 1989. To gain additional respondents, we published the questionnaire in the June 1989 issue of the Work Programs Special Interest Section Newsletter, which generated 76 additional responses. Duplicate questionnaires were removed, and the responses from a total of 192 programs were analyzed.
Results
Program affiliation. The largest number of work-hardening programs who responded are affiliated with hospitals (37%) or rehabilitation centers (20%). Figure 1 details the types of affiliations found in work-hardening programs.
The majority of the reporting programs were operated for profit (56%). Ninety-nine percent of the programs treated outpatients, and 30% of the programs included inpatients. Services offered. The respondents' choices in this section were presented by descriptions or services rather than by a title, because different services may have the same title and identical services may have different titles. Possible assessment services being offered by the respondent were described to match levels of assessment proposed by CARF (988). The respondents were given the choice of answering yes or no to the descriptions of possible services offered and were asked to provide the title of the service. Table 1 shows the 13 descriptors used to define the services offered. The most consistently prOVided services were graded work simulation and exercise to increase employability (91 %) and a baseline assessment of functional limitations (91%). The least offered service was supported employment 03%). Staffing The staffing patterns of the work programs surveyed showed that occupational therapists and physical therapists are the primary providers of hands-on evaluation or treatment (see Table 2 ).
Program scheduling Ninety-one percent of the programs operated 5 days a week. The average length of treatment per client was 4.96 weeks (range = 2.86 weeks to 11.48 weeks). Most of the programs opened at 8:00 a.m. and closed at 4:00 p.m. Equipment used. The respondents were asked to check applicable items from a list of commercial equipment manufactured by eight vendors. The percentage of respondents using the equipment listed was as follows: West, 66%; BTE, 65%; Valpar, 57%; Cybex, 35%; Jevs, 8%; Singer, 7%, Biodex, 7%; and Tower, 6%. The respondents were also asked to check applicable items from a list of eight conventional ap- , 1986) proaches and modalities (i.e, generic or internalh' developed). These modalities ;lOd the percentage of respondents using them are described below
• Computerized isokinetic evaluative or work simulation eqUipment (22%) • Standardized static lift or push-pull evaluation devices (27%) • Realistic job simulations (76%) • Simulations of physical demands of the job (87%).
• Situational assessments (e.g., workstation in a hospital) (46%).
• Exercise eqUipment (e.g., Nautilus) (57%) • Aerobic training equipmenr (e.g., bicycle, treadmill) (75%).
• Therapeutic projects (eg, woodcrafting, leather crafting, macrame) (61 %)
It is interesting to note that three of the generic modalities-realistic job simulations, simuLJtions of physical demands of the job, and aerobic training equipment-were used more frequently than any of the high-tech standardized eqUipment that is commercially available, thus demonstrating that the evaluation and simulation of the specific job task of an injured worker are customized processes and are considered important components of the rehabilitation process.
Physical setting. The most common physical settings for the work programs were hospital (21%), medical or office building (19%), and re habilitation center (19%). A new trend of being located outside the medical model in a strip mall or business industrial complex was shown by 14% of the work programs. This reflects CARF's (1988) recommendation that clients in work-hardening programs should be in a setting where the focus is on ability and, therefore, should be separate from those clients who are acutely or chronically ill. Fifteen percent of the respondents reported locations in combined settings (i.e., hospital with rehabilitation center, industrial complex within business or industry, and as pan of a private practice). Two percent of the respondents reported programs at the work site or business, 1% in schools, and 11% in other locations.
Program status. Four of the reporting programs
were initiated between 1975 and 1978 A steady increase in the number of programs began in 1980 and peaked with 38 new programs in 1986. Since 1986, however, the establishment of new programs has declined The year that clients were first seen by a particular program followed a similar pattern and demonstrates that time is needed for program development before clients can receive treatment.
Clients seen weekly The average number of clients seen each week was 28.34 (range = 3 to over 100 clients) The median time from injury to referral for treatment was 356 weeks.
Researcb. The majority of respondents (63%) were collecting outcome data on clients who had completed the work-hardening program. Fifty-seven percent of the respondents were doing a quality assurance report by program, and 33% were reporting qual- ity assur;mce factors by discipline. Forty percent were collecting data on clients who "("ere rekased to return to work, and 45% were reporting on the actual return to-work rate. Nineteen percent of the work programs had a re~earch project in process.
Conclusion
The involvement of occupational therapists in the development, staffing, and management of workhardening programs has grown tremendously in the 1980s. We believe that this represents a return to the basic vzdues of work and occupation, which are the foundation of occupational therapy. Through workhardening programs, occupational therapy can provide the vital link between the injured workc;r's functional capacity and the specific demands of a job. This link is in the form of a realistic simulation of job tasks, which allow the occupational therapist to determine if the injured worker (a) can return to the same job, (b) can return to the same job with modiflcations, or (c) requires retraining for a different job. The information on work-hardening programs presented in this paper proVides a baseline for the examination of current practice and future trends and should be of interest to therapists developing new programs or evaluating the effectiveness of existing programs ....
